The fibrous plaque is central, tending to drag the ureter towards the midline. The surface of the psoas is heavily involved and the deeper parts of the muscle may be infiltrated. For these reasons I am opposed to all operations leaving the ureter adjacent to the psoas, whether on the surface or buried in a muscular tunnel, as advocated by some authorities. Similarly, in placing the ureter intraperitoneally a kink may develop at the points of entrance for ten days, and a retropubic drain was inserted for forty-eight hours. One useful part of the technique was to attach the urethral catheter, inserted prior to the start of the operation, to a liquid reservoir which was used to fill the bladder with 300 ml of fluid just before the bladder flap was about to be constructed. This enabled a much more accurate flap to be prepared. Table 3 shows the complications that have occurred. Urinary leaks were largely due to technical errors, in that the bladder as well as the flap was sutured with plain catgut. Since chromic catgut has been used for the bladder muscle layer, no leaks have occurred. The leakage of urine seemed to come from the bladder and not the anastomosis. Confirmation of this was obtained from one case, in which a deep epigastric artery ruptured on the tenth day. After control of the hemorrhage, the bladder was also explored because a urinary leak had occurred a few days previously. The urine was found to be coming from a hole in the bladder, 2-5 cm in diameter, whereas the flap and ureteric anastomosis were perfectly sound. In the case of nephrectomy following urinary leak, there was probably an error in judgment, as the kidney was grossly dis- eased with tuberculosis and the ureter thickened and fibrotic with an aedematous mucous membrane.
Results are shown in Table 4 under two headings:
(1) Presence of ureteric reflux. (2) Reduction of hydronephrosis.
In the cases in which and end-to-side oblique anastomosis was made, reflux occurred almost invariably, whilst in the flap technique the chances were much less. Reflux must be accepted in cases in which the tunnelling technique cannot be adopted but it is a small price to pay for reduction of hydronephrosis and improvement in and preservation of renal function. No deaths occurred in this series.
The Boari ureterovesicocystoplasty for replacement of the lower 10-14 cm of the ureter is a satisfactory and safe method of treatment. Whenever possible, some submucous tunnelling method should be adopted, as it is more satisfactory in controlling ureteric reflux but, as an alternative, an end-to-end oblique anastomosis can be used. In this type of procedure, ureteric reflux must be accepted.
